cm×1.5 cm pancreas with a huge, partially well circumscribed, non-encapsulated tumor measuring 37 cm×26 cm×12 cm ( Figure 1 ). It was invasive to the hilus of the spleen and surrounding fat tissue, and the cut surface of the tumor showed several multicystic cavities and solid-myxoid areas. Histological analysis showed a tumor arising from the pancreas, and sections of the solid areas revealed a proliferation of spindleshaped or stellate cells growing in fascicular and storiform patterns within a myxoid intercellular matrix (Figure 2,3) . Glassy, hyalinized, and keloid-like collagen fibers were seen in the peripheral portions. Spindle-shaped cells had regular nuclei, and their mitotic activity was very low (only 2 per 50 high-power fields). Tumor necrosis was not seen. Cystic areas within the solid component were made up of retentional cysts and entrapped excretory pancreatic ductules with dilation ( Figure 4) . Interestingly, there were two ectopic adrenal tissues found incidentally, measuring 2 mm each, which were located within the peripheral portion of the tumor ( Figure 5 ).
Immunohistochemical analysis showed nuclear positivity for β-catenin, while estrogen receptor was negative ( Figure 6 ). The Ki-67 proliferation index was <1%. Entrapped dilated excretory pancreatic ductules were highlighted with keratins and EMA among neoplastic cells. Other markers used in differential diagnosis, such as CD117, DOG-1, CD34, desmin, smooth muscle actin, and S100, were all negative. The histopathologic and immunohistochemical features were consistent with a solid cystic DT of the pancreas.
DISCUSSION
Desmoid tumors comprise 3% of soft-tissue tumors, but intraabdominal forms are more rarely seen (3). The incidence of sporadic intraabdominal DT is very low (5%), and the ones originating from the pancreas are the rarest with only 20 cases having been described in the English literature since the 1980s (4, 5) . While abdominal DTs are associated with FAP and Gardner syndrome, so far only one case had this association (4). There was no history of any syndromes or genetic abnormalities in our case.
Although the etiology is not known, previous trauma, surgery, pregnancy, hormonal factors, and irradiation are among the risk factors. In our case, there were no known risk factors. While female patients are at risk for intraabdominal DTs, there is a slight male predominance in pancreatic DTs (M/F=11/10) (6).
Symptoms depend on the location and occur with local invasion to adjacent tissues (7) . The patients with intraabdominal DT generally have no symptoms and are encountered incidentally during laparotomy. The most common symptom is epigastric pain, while weight loss, nausea, abdominal fullness, or painless jaundice may be seen. Our patient presented with painless abdominal swelling. Preoperative diagnosis of sporadic intraabdominal DT is not usual due to the asymptomatic growth of the tumor. Because of local invasion and mechanical complications in the long-term, surgery is needed (3) . Radiologic studies such as ultrasonography (US), computerized tomography, and magnetic resonance imaging are essential to determine tumor characteristics, invasion, and resectability. Endoscopic US helps image the tumors localized within the pancreatic head and provides examination of the superficial tumors with fine needle aspiration (9) .
If clear margins are obtained, radical surgery is curative for pancreatic DT (10) . Most of these patients so far had distal pancreatectomy or pancreaticoduodenectomy, while a biopsy was done only in four cases (3). In our case, due to local invasion of the tumor, distal pancreatectomy, splenectomy, and debulking surgery were performed. Other effective treatment choices used in DTs are NSAIDs, chemotherapy, and radiotherapy (11) . No other treatments were used in our case besides surgery. After 27 months follow-up, no recurrence has been observed.
Differential diagnosis includes other benign or malignant mesenchymal lesions, such as extra-gastrointestinal stromal tumor, solitary fibrous tumor, dedifferentiated liposarcoma, schwannoma, leiomyoma, leiomyosarcoma, pancreatic mucinous cystic tumor, and solid pseudopapillary neoplasm (12) (13) (14) . In problematic cases, immunohistochemistry and molecular tests would be helpful in diagnosis.
In summary, intraabdominal DTs may reach extreme sizes without demonstrating noticeable symptoms. In cases with large, isolated intraabdominal mass with solid and cystic components originating from the pancreas, DT should be kept in mind. 
